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Attacking Obesity
Lessons From Smoking
Arthur Garson, JR, MD, MPH, Carolyn L. Engelhard, MPA
Charlottesville, Virginia
For the first time since the Civil War, American life expectancy is projected to decrease, owing to the diseases
associated with obesity such as diabetes, ultimately causing cardiovascular death. In the past 30 years, the
prevalence of obesity among U.S. adults has doubled, as has the incidence of type 2 diabetes. Enough data. The
Surgeon General should attack obesity the same way as smoking in 1964, with: 1) Advisory Council creation of
public statements; 2) warning labels and menu information in all restaurants; 3) legislation for tax incentives for
industry to promote worksite health; and 4) consideration of taxation of fatty food; the cigarette tax is now 42%.
It is abundantly clear that in short order, obesity will kill more people than smoking. The time has come for the
country to get serious about obesity and take lessons from our nation’s campaign to reduce smoking. As patient
advocates, scientists, and medical professionals, cardiologists should appropriately take the lead. (J Am Coll
Cardiol 2007;49:1673–5) © 2007 by the American College of Cardiology Foundation
ublished by Elsevier Inc. doi:10.1016/j.jacc.2007.01.062(
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Vor the first time since the Civil War, American life
xpectancy is projected to decrease, owing to the diseases
ssociated with obesity such as diabetes, ultimately causing
ardiovascular death (1). In the past 30 years, the prevalence
f obesity among U.S. adults has doubled, as has the
ncidence of type 2 diabetes (2). Enough data. We need to
ttack obesity.
The U.S. was faced with a similar problem 40 years ago:
he dangers of smoking were graphically demonstrated in
ver 7,000 articles (3). Surgeon General Luther Terry
onvened an Advisory Committee that stated: “Cigarette
moking is a health hazard of sufficient importance in the
nited States to warrant appropriate remedial action” (3).
n 1965, the U.S. Congress adopted the Federal Cigarette
abeling and Advertising Act, and in 1969 the Public
ealth Cigarette Smoking Act. These laws required a
ealth warning on cigarette packages, banned cigarette
dvertising in the broadcast media, and called for annual
eports on the health consequences of smoking. Since then,
e have seen massive public information campaigns, bans
n smoking in public places, exclusion of smokers from the
orkforce in certain corporations, nicotine patches, and
igarette taxes. For example, between 1970 and 2001, the
ederal tax on cigarettes increased from 8 cents to 34
ents/pack, and state cigarette taxes increased from 11 to 43
ents. Over the same period, the consumption decreased
rom 32 billion to 22 billion packs/year in the U.S. For every
0% increase in price, cigarette consumption decreases 4%
rom the University of Virginia, Charlottesville, Virginia.s
Manuscript received September 7, 2006; revised manuscript received December 5,
006, accepted January 1, 2007.4). We can count this as partial success: nearly one-half of
ll living adults who ever smoked have now quit. However,
6 million Americans still smoke.
What lessons can we learn from smoking? The combi-
ation of warning labels, taxation, a public campaign,
usiness participation, and legislation have been effective.
At the University of Virginia, we have initiated a program
hat could become a model for the U.S. In May 2004, we
egan to create “warning labels” on the 120 vending
achines in the UVa Health System. Each snack and
everage was color-coded: red, yellow, or green. In consul-
ation with our dieticians, we labeled red those items 201
alories or more (or 10.1% or more saturated fats), yellow
ere items 141 to 200 calories (or 5.1% to 10% saturated
at), and green items 140 calories or less (and5% saturated
at). We also added a 5-cent “tax” (approximately 8%) to the
ost of the red items and donated the proceeds to the UVa
hildren’s Fitness Program. Large signs explaining the
rogram were placed next to each vending machine.
After one year, the red item sales decreased 5.3%, yellow
ncreased 30.7%, and green increased 16.5%. We collected
6,700 in the nickel tax. Interestingly, total sales increased
.3%. Although this was not a randomized trial, the results
eemed worthy of further study. We are now planning to
olor-code each of the items in one of our two hospital
afeterias and compare sales between the two. After the
nitial data collection, a tax is planned. We have begun
iscussions with state officials to reproduce both the vending
achine and cafeteria programs in schools throughout
irginia.
The surgeon general must attack obesity in much theame way that Luther Terry attacked smoking. In 2001 and
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Attacking Obesity: Lessons From Smoking April 24, 2007:1673–5n 2006, the surgeon general has issued statements and even
“Call to Action” (5). But these were not specific enough to
esult in action.
. The surgeon general could convene a national Advisory
Council and, mirroring the case for anti-smoking, issue
a statement that “obesity is a health hazard of sufficient
importance in the U.S. to warrant remedial action.”
This is tremendously important to focus public aware-
ness on obesity as a disease, just like lung cancer.
. On the basis of this call to action, enact laws to require
“warning labels” just like for cigarettes. In this case, it
would be to require nutritional information (at least
calories) to be placed on vending machines and restau-
rant menus, as is currently the case for food stores and
grocery stores. These labels should be color-coded,
much as we have done at the University of Virginia.
Because legislation is a lengthy process, hospitals,
schools, and businesses could take the lead and volun-
tarily initiate labeling programs.
. Legislation could also be developed to give tax benefits
to corporations with wellness programs that demon-
strate results, such as the reduction in the percent of
smokers, reduction in the percent who are obese, and
reduction in the percent with uncontrolled hyperten-
sion. Even in the absence of legislation, insurers could
be convinced to pass along to the employers actuarial
savings generated by preventive programs. Insurance
rates could be increased for those who persist with an
unhealthy lifestyle.
. The most controversial is clearly taxation. We recom-
mend adding “unhealthy food” to the list of “sin taxes.”
This is not a new idea; it has been proposed in a number
of states (6). Having said that, the devil is in the details.
For example, sales taxes are notably regressive, unduly
penalizing the poor. Additionally, in many instances,
high-calorie/high-fat food is less expensive: at the fast
food restaurant, the cheeseburger is less expensive than
the grilled chicken. Therefore, again, taxation would
discriminate against the poor. Perhaps a progressive tax
could be developed with a higher percent tax on steak
than hamburger. Although taxation will help to shift
demand, we should also develop ways to stimulate the
food industry to create better tasting, healthier choices.
The tax will clearly generate revenue. How could this
work? Most certainly, “unhealthy” would need defining.
Unlike cigarettes, we have to weave a fine line: clearly,
we want to reduce unhealthy eating and not all eating.
One approach could be, for example, to tax items with
high saturated fat; the majority of food at any fast food
restaurant has 3 g of saturated fat; and at “sit-down”
restaurants, more than 50% of entrees have greater than
one-half-day’s worth of calories for each (7). Very
conservatively, let’s assume that one-half of the $512
billion spent in restaurants and vending machines couldbe classified as “unhealthy.” A tax of 10% (remember,
we are trying to make people pay attention to the tax)
would generate $26 billion/year.
o give credit where credit is due, when the Master of
usiness Administration students at Rice University in
ouston, Texas were investigating ways to pay for
merica’s uninsured, they proposed a “fast food tax.”
ost definitely, the “unhealthy food tax” builds on that
dea. Recent studies have estimated that to cover the
ninsured would require an additional $83 billion/year
8); the “unhealthy food tax” would get us one-third of
he way there. If we went “all the way” and had an
nhealthy food tax equal to the 42% cigarette tax, we
ould pay for all of the uninsured. Of course, the point is
o reduce consumption of fatty food, but there might be
ollateral benefits.
What can cardiology do? We can advocate for the
ealth of America and hopefully decrease the number of
eople who will die from cardiovascular disease. We can
upport the surgeon general if those initiatives are begun,
dvocate for their enactment, and work to operationalize
he plans. We can be sure that we and every one of our
atients know his or her body mass index (BMI). We
on’t do very well right now: in 1 study of patients after
yocardial infarction, the BMI was documented in only
4% of patients (9). We can work with our own local
afeterias and state school systems to put systems in place
imilar to the one at the University of Virginia. We can
dvocate for better exercise programs in schools and in the
orkplace. Finally, cardiologists can perform research not on
he problems of obesity—we have enough data—but on
olutions.
It is abundantly clear that, in short order, obesity will
ill more people than smoking. The time has come for
he country to get serious about obesity and take lessons
rom smoking. Cardiologists should appropriately take
he lead.
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